<PCI to RCA CTO via antegrade and retrograde approach> 0.014'' Runthrough NS guidewire was advanced to the d-LAD and another 0.014'' Runthrough Floppy wire with Finecross microcatheter advanced to septal branch successfully; then changed to Sion wire which failed to cross the 1st septal collaterals and resulted in a small vessel wall hematoma. A NC Trek 3x15mm balloon was inflated at LAD stent with a maximum atm of 16. The Runthrough GW loaded on Finecross microcatheter was advanced to the 2nd septal brtanch and was able to cross to the PDA branch of RCA, then it was exchanged to Fielder FC GW. and was advanced to the d-RCA. Antegradely, the 5F GC was exchanged to AL1 ST with side holes, and was engaged to RCA os and pressure dampping and hypotension was noted due to para ostial lesion. A 0.014 Runthrough Floppy wire loaded on a Finecross microcatheter was advanced to the lesion and was changed to Fielder FC the a Miracle 3 GW which was able to cross the lesion. "Reverse CART" was tried with a Mini Trek 1.5 balloon but the poor backup support make the GC to jump out to the Aorta. A NC Trek 3x15mm balloon was inflated at the proximal RCA up to the ostium with a maximum atm of 26. The "Reverse CART" was tried again but failed again and the GC disengaged into the aorta. "Reverse CART" was successful after another Fielder FC GW was advanced to the Conus branch and with anchoring using a Trek 2.0x20 mm balloon in the conus branch. The "Reverse CART" was done using a Mini-Trek 1.5x12mm balloon inflated up to 20 atm at the lesion. Then a Mini-Trek 2x12mm balloon inflated upto 20 atm at the lesion. Then a Mini-Trek 2.5x12mm balloon inflated upto 20 atm at the lesion. Another NC Trek 3x15mm was inflated at the lesion with a maximum of 18 atm. The Retrograde wire was successfully advanced to the RCA GC and anchoring inside the GC was done using a Mini-Trek 2.5x20mm was done and Fine Cross MC was advanced to the GC. Then, externalization was successfully done using a 0.010'' x330 cm RG-3 guidewire. IVUS(ilab) was done and showed the GW in true-false -true with a very small segment in false lumen and showed ostial very tight stenosis (MLA¼ 4.56 mm2) inside the old stent and presence of instent dissection flap. A NC Trek 3x15mm balloon was inflated at mid to os RCA with a maximum atm of 20. Two DES were deployed from distal to mid RCA to cover the CTO segment (Xience Prime 2.75x38mm and 3x38mm) with a maximum atm of 16. For a residual stenosis of 67% (MLD/ref: 0.86/2.58mm) at m-RCA a DES (Xience Prime 3.5x38mm) was deployed at the lesion with a maximum atm of 16 and for For a residual stenosis of 48% (MLD/ref:1.58/3.06mm) at m-RCA a DES (Xience Prime 3.5x18mm) was deployed at the lesion with a maximum atm of 20. Final IVUS showed well deployment of all stents except the distal part of m-RCA stent; so further dilatation was done with a NC Trek 3.5x15mm balloon was inflated at mid to os RCA with a maximum atm of 20.
TCTAP C-105
Minimum Contrast PCI to Multivessel CTOs Tsutomu Murakami, Naoki Masuda Tokai University Cardiology of Medicine, Japan A 64years old male who underwent coronary artery bypass graft 11 years ago was admitted to our hostpital complaints of chest discomfort at effort. The grafts were bypassed through left internal mammary artery (LIMA) anastomosed to left anterior descending artery (LAD), ascending aorta to right coronary artery (RCA) using saphenous vein grafts (SVG).
Relevant test results prior to catheterization:
Relevant catheterization findings:
